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***** AIDS Practice Issues Today: Interview with Paul 
Bellman, M.D.

by John S. James

Paul Bellman, M.D., and his associate, Ricky Hsu, M.D., are 
in private practice in Manhattan. We asked Dr. Bellman about 
drug toxicity, treatment interruption, and other major issues 
he is seeing today in HIV/AIDS clinical care.

* * * * *

AIDS TREATMENT NEWS: Could you briefly describe your 
practice?

Dr. Bellman: Dr. Hsu and I see many HIV-infected patients, 
most of whom have long-standing infection or are highly 
treatment experienced--and also some who are treatment naive 
or recently infected. Patients still come into our practice 
testing HIV-positive after many previous HIV-negative tests.

Our patients have access to all of the standard, FDA-approved 
treatments, as well as experimental drugs as they become 
available on expanded access, compassionate use, or 
experimental protocols for our office. We have also had 
experience with the HIV immunogen Remune, and other immune-
based treatments including IL-2, and gamma interferon, used 
off label.

Many of our patients have sustained undetectable viral loads 
and strong immune recoveries on combination therapies. A 
significant number have rebounded virologically, but 
maintained reasonably good immune responses and clinical 
health. And a small proportion of patients have been very 
difficult to treat--with high viral loads and low CD4 counts, 
and recurrent opportunistic infections or malignancies 
despite many treatment efforts.

Our philosophy is to apply basic principles of antiretroviral 
therapy to each individual, depending on their medical 
condition and treatment history. These principles include 
considering the potency of the regimen, dosing (including 
blood levels and drug interactions), viral resistance, and 
adherence. Usually we can reasonably control HIV with the 
current drugs when these principles are used--especially for 
patients who start treatment early. We are finding that much 
of the immune suppression which we had feared might be 
irreversible, is in fact reversible. Patients are clinically 
doing much better, and have a much lower incidence of any 
kind of opportunistic infection or malignancy. Many patients 
who were very sick are now doing extraordinarily well.

But at the same time, we also know that even if the patients 
are maximally suppressed for three or four years, the virus 
is not eradicated. So the period of time that patients need 
therapy may be indefinite. Long-term therapy raises even more 
concerns about drug toxicities, as they can accumulate over 
time, often in unexpected ways. So for many of our patients, 
we are trying to balance the efficacy of the treatments with 
the risks of the drugs--and to develop strategies to limit 
the toxicity, which are becoming as important as strategies 
to make the treatments more effective. 

There is now a shift of concern from drug resistance to drug 
toxicity, as the major barrier to patients doing well. 
Especially since many of our patients are also infected with 
hepatitis B or hepatitis C--and some common HIV drug 
toxicities can be confounded with exacerbation or progression 
of hepatitis. If we can treat hepatitis effectively--and we 
are learning how to do a better job of it--this would help in 
allowing optimal HIV treatments. And improving the immune 
system by suppressing HIV probably improves the likelihood of 
treating hepatitis more effectively, although this has not 
been conclusively shown.

We try to do the best we can, learning as we go along to 
sense where the issues for a particular patient lie. And we 
are becoming more interested in including strategies which 
might allow people to interrupt their therapy, or lessen its 
intensity, in order to reduce drug exposure and toxicity. We 
are learning more about the immune system and the immune 
response to HIV. Structured treatment interruptions give us a 
window to see this immune response in individual patients.

A key question has always been the variability in how HIV 
manifests itself--why the great differences in time to 
illness, and in the problems that develop? As we better 
understand the immune responses to this virus, and the 
differences between patients, hopefully we will develop 
strategies to re-program some patients' immune systems to 
help control HIV more effectively, in the same way that 
certain people fight it effectively without therapy. Some of 
the work on structured treatment interruption, and some of 
the work Dr. Kendall Smith of Rockefeller University is doing 
with IL-2, suggests that boosting HIV-specific CTL (cytotoxic 
T lymphocyte) responses at the time you interrupt therapy may 
enable a greater sustained HIV-specific response to mature, 
resulting in better control of virus [see "IL-2 Low Dose and 
Treatment Interruption: Interview with Kendall A. Smith, 
M.D.,  AIDS TREATMENT NEWS #329, October 15, 1999]. A more 
favorable set point may emerge, where the immune response is 
amplified by a cytokine like IL-2. Other immune approaches 
include vaccines like Remune, which may also amplify immune 
responses to HIV.

Lipodystrophy, and Other Toxicities

Dr. Bellman: In drug toxicity, one of the important clinical 
changes is the evolving understanding of lipodystrophy. At 
first it was thought to involve mainly fat deposition--
buffalo humps, abdominal fat, "Crix belly" [although it is 
not specific to Crixivan]. Then it became clear that fat 
wasting was also taking place. Fat wasting is the biggest 
problem clinically. A key point is that fat wasting is often 
generalized, and results in a significant weight loss, as 
well as the visible cosmetic deformities. Fat accumulation 
can be addressed by fitness approaches, human growth hormone, 
or sometimes surgery, but fat wasting can be more difficult 
to treat.

There is more evidence now that the nucleoside analog drugs 
are involved with the fat wasting(1,2). d4T (stavudine, 
Zerit(R)) might be a main culprit in fat wasting. We have to 
reassess its use, especially when beginning HIV treatment, 
when many other options are available. My experience is that 
patients on triple-drug therapy with d4T are more likely to 
have fat wasting than if the d4T is replaced by AZT. Most of 
the patients who are having fat wasting have been on d4T for 
very significant lengths of time. 

ATN: Do you take patients off d4T?

Dr. Bellman: I do, whenever I believe another antiviral can 
safely and effectively be substituted.

ATN: What about heart or other toxicities?

Dr. Bellman: There is a whole range of concerns. The 
metabolic changes, which are primary, not only include fat 
redistribution and lipid abnormalities, but also 
osteoporosis, blood-sugar abnormalities, and others. We don't 
know the natural history on these drug-induced abnormalities, 
nor the impact of therapy to treat them--although certainly 
if someone's cholesterol is very high, I think a cholesterol-
lowering drug is prudent, especially given how effective 
these drugs are.

I have seen pathological fractures in young men caused by 
osteoporosis, probably induced by protease inhibitors. We 
need to consider strategies such as screening for 
osteoporosis in protease-treated patients.

There is much we do not know. The protease inhibitors and 
efavirenz (Sustiva(R)), which seem to cause the lipid 
abnormalities, are of great concern over long periods of 
time.

Studies could answer whether two nucleosides and nevirapine 
(Viramune(R)) or delavirdine (Rescriptor(R)), or two other 
nucleosides and abacavir (Ziagen(R)), are less toxic than two 
nucleosides and protease inhibitors or efavirenz. This is an 
important question, and my clinical experience would say that 
the former regimens are less toxic, especially if the two 
nucleosides are AZT and 3TC. Maybe even abacavir, 3TC and 
nevirapine may be a less toxic regimen. We need to define the 
least toxic combinations.

Another area where more research is needed is testosterone 
replacement therapy, and the use of anabolic steroids like 
deca-durabolin and oxandrone, which we use frequently in our 
practice.

Carnitine for Nucleoside Toxicities?

Dr. Bellman: There is some evidence that certain nucleoside 
analog toxicities may be mediated by carnitine deficiency. 
Carnitine levels are often very low in patients on nucleoside 
therapy; we do not know the reason for that. We have noticed 
that by replacing carnitine, some of the toxicities, like 
neuropathy, start to improve--just from putting someone on 
carnitine, or alpha lipoic acid. Carnitine deficiency might 
be an integral part of this problem.

It has been shown that patients with low carnitine levels are 
more vulnerable to neuropathy from nucleoside drugs.

There is a theory that mitochondrial toxicity to fat cells 
may be a mechanism for the fat loss. This theory suggests 
that different toxicities to the mitochondria by different 
nucleosides may be responsible for different adverse drug 
effects.

Being more aware of the toxicities of the different drugs, 
and monitoring patients more carefully for them--and possibly 
even rotating drugs--is becoming more important.

ATN: On carnitine, what dose do you use? And is the health-
food-store variety likely to be as good as Carnitor(R), the 
prescription carnitine?

Dr. Bellman: I think it probably is as good. But we check the 
blood levels before and after. We use the carnitine on 
prescription when it can be covered through the insurance, 
because it is a prescription drug; when it cannot be covered, 
patients use the health-food carnitine. If there are 
differences, I am not aware of them.

Carnitor comes in 330 mg pills; patients use one or two pills 
two to three times a day. The carnitine from the health-food 
store would be 500 or 1000 mg twice a day. We follow blood 
levels, and if patients respond clinically and their levels 
go up as they should, then we have found the dose.

Drug Rotation?

ATN: You mentioned the possibility of rotating drugs to help 
control toxicity.

Dr. Bellman: There is a philosophical and scientific issue in 
treatment approaches for patients. We [medical professionals] 
always want to know that studies support what we are doing. 
On the other hand, we may need to try approaches when there 
have not been well-controlled clinical studies, and will not 
be studies in the time frame needed to make decisions about 
an individual patient's therapy. So while we need to continue 
clinical trials, and design them well so that we get useful 
information, we also need to use what we are learning in 
practice, and use basic principles of therapy, when there are 
not large studies to test specific treatment strategies. 

On rotating therapies, for example, we know that many of the 
antiretrovirals are relatively equivalent in potency; we know 
some of the combinations that will maximally suppress the 
virus. And since we know that toxicities accumulate over 
time, we need to think about substituting treatments of 
equivalent potency, hoping to lower cumulative toxicities. 
When we are thinking about treatments that may continue for 
five, ten, or fifteen years, I think that drug substitution 
or rotation needs to be considered. 

It is tricky, because some patients can tolerate certain 
antiretroviral regimens for many years with very low 
toxicity. For example, a patient may be better off on AZT 
plus 3TC plus nevirapine (Viramune) for ten years, than if 
they were intermittently taking some of the other drugs. But 
when we put patients on regimens likely to have toxicities 
which accumulate over time, we need to consider changing or 
rotating them. Many clinicians are doing so--substituting a 
non-nucleoside for a protease inhibitor in some patients.

But even the newest non-nucleoside, efavirenz (Sustiva), 
raises some concerns about systemic toxicities. It can 
increases lipid levels. I am not convinced it is such a 
benign drug as some have thought. 

ATN: And we have certainly heard about the neurological side 
effects.

Dr. Bellman: These can often be subtle with this drug, and 
can be quite debilitating for some people.

Structured Treatment Interruption

ATN: What is your thinking of planned temporary 
discontinuation of antiretroviral drug treatment?

Dr. Bellman: It is an important area of research--and one 
where the anecdotal case can have much to teach us. A small 
percentage of patients control HIV without therapy very well. 
If we could shift a few patients toward controlling the virus 
better, by improved immune responses, that would be very 
important.

It is a misunderstanding of science to feel that if we do not 
completely understand something, it is not real. Most medical 
discoveries--certainly before the biochemical/molecular-
biological revolution--were serendipitous. No one knew how 
the smallpox vaccine really worked, even when the disease was 
eradicated.

Just experimenting with stopping therapy, re-introducing it, 
giving immune modulators--even if we do not have any map that 
tells us exactly how to do it--may be appropriate, if we do 
it in a reasonable and relatively safe way. The studies 
suggest that it can be safe; we are not seeing patients 
developing high viral resistance, or having devastating 
illnesses as a result of breakthrough of the virus. Patients 
who are highly treatment experienced and who have high 
baseline viral loads and low T-cell counts at the time they 
started therapy may have increased risk from structured 
treatment interruptions.

We are starting to learn that some of the way that HIV 
disrupts the immune system depends on how it gets presented 
to the immune system. If we can change that presentation--
perhaps by changing the amount of virus, or the number and 
kinds of immune cells responding to it--then I think we may 
start to see patients shift from rapid to slower progressors, 
and slower progressors to non-progressors.

We also need to realize that we can be comfortable with 
patients who maintain low levels of viral replication. But 
one of the darker perspectives on treatment interruption is 
that even when patients have been completely suppressed, when 
they go off treatment it does not take long for their lymph 
nodes to be re-seeded with the virus and to become 
hyperplastic [swollen due to abnormal growth] when off 
therapy--which is obviously not a good thing.

A goal of therapy could be a reasonable control of HIV, to 
get people's loads below a threshold so that their lymph 
nodes are not re-seeded, highly infected, and dysfunctional. 
Some of the work of Franco Lori suggests that the patients 
who had low levels of viral load on treatment with ddI and 
hydroxyurea may over a long period of time develop an immune 
response that has allowed them to go off therapy. He has 
reported a three-month period with relatively low viral loads 
in some patients. Followup on these patients is extremely 
important, to see the duration of time that this immune 
effect persists.

Treatment Registry for Strategic Treatment Interruptions?

ATN: How do we get a uniform database for keeping track of 
treatment interruption in different physicians' practices? 
What are your thoughts on how to proceed?

Dr. Bellman: Unless we make a systematic effort to learn, we 
may miss or delay very important discoveries. We need some 
kind of registry where physicians can log on, and used a 
case-report form to register patients who get treatment 
interruptions. I think clinicians would be interested in 
doing that--because it's exciting when you have a patient who 
is doing very well. One could say that every patient who 
interrupts therapy should be registered--or there could be 
selected physicians who register all of their patients who do 
so. 

Clinical trials of strategic treatment interruptions are 
starting--but the best results might not come in a clinical 
trial, because so much is unknown. In many of the trials, 
when patients go off treatment, as soon as their viral load 
goes up to a certain level they have to resume the 
antiretrovirals--and perhaps that might not allow certain 
maturation of an immune response. With a registry, we could 
catch those patients who do particularly well, and maybe 
start to understand what is different about them. I would 
certainly be interested and would participate in a registry, 
and could help design it.

When to Start Treatment

ATN: What do you think about starting antiretroviral 
treatment early vs. starting later?

Dr. Bellman: It is hard to know, because of the long time 
frame; which gives better results over the next ten or 20 
years? You can argue for delaying treatment and monitoring 
carefully, because at some point you can start patients on 
treatment. But if you wait too long, patients can develop 
opportunistic infections and malignancies; also, drug 
toxicity tends to be greater in more advanced patients. On 
the other hand, with drug toxicity being a primary concern, 
why expose someone who might be asymptomatic for ten years, 
to taking medications that will accumulate toxicity and may 
well not translate into greater lifespan and quality of life? 
However, it gets tricky; people are trying to come up with 
better guidelines.

But even within viral load and T-cell ranges, we do not know 
enough about how to measure people's immune responses to HIV 
to tell more precisely who is going to progress, and who will 
remain relatively stable.

If someone is recently infected, there was a strong hope that 
with very early treatment, they could preserve HIV-specific 
immune responses. I think it is reasonable to try to treat 
these people very early; but no one knows for sure if this is 
the best thing to do. We need to explore whether less 
intensive therapy could be used some of the time, instead of 
having no option but taking three or four antiretrovirals 
indefinitely.

Treatment is still an individual decision between doctor and 
patient, trying to make use of the MACS database of risk of 
progression based on viral load and T-cell counts, in a 
three, six, and nine-year period--as well as other aspects of 
the individual's situation.

Paying for Treatment: Where Are the Problems?

ATN: What are the major problems now in paying for treatment?

Dr. Bellman: There has not been much change. The major issues 
on access to care in New York concern middle-class patients, 
whose insurance may not be adequate and may have problems 
with drug coverage--while the patients make more money than 
ADAP (the AIDS Drug Assistance Program) allows. ADAP is 
generous in New York in giving those who qualify access to 
HIV medications.

In New York, patients who are indigent can get medications--
provided they have the social support they need to go through 
the process of getting into the system. This is the other 
major access issue; you can qualify for treatment under 
Medicaid but not get into a program that will allow you to be 
appropriately treated, although the benefits technically 
should be there. So the issues are poor patients actually 
receiving what is available to them, and middle-class 
patients who may not have full access.

In my opinion, HIV patients have benefited enormously from 
accelerated access to medications for HIV, as well as off-
label uses of medicines.

AIDS Dissidents

ATN: "AIDS dissidents," who say that HIV is harmless, or that 
it does not exist, and that HIV treatments are useless 
poisons pushed by a corrupt AIDS industry, have been in the 
news recently. What are you seeing in your practice? Are many 
people going off treatment for such reasons?

Dr. Bellman: No. Clearly, questioning the establishment 
canons is always important; these canons are often 
provisional, and often presented as if they were more true 
than they actually are. We are all trying to learn. But there 
are different levels of criticism and of benefit from 
criticism. And much of what we are hearing from "AIDS 
dissidents" is old, recycled ideas that have been adequately 
refuted. This does not shed much light on the issues at 
present, which are whether or not patients should continue 
their therapy based on the risks and benefits of the regimens 
they are using.

Recently a patient brought a Celia Farber article from the 
NEW YORK POST, suggesting that patients got sick more from 
the drugs than from HIV. Clearly that is not correct; very 
many patients were dying when there were no treatments, and 
today many who would have died are doing quite well, despite 
the many unknowns and questions, and serious problems with 
the drugs. 

In my practice, patients are asking about whether to 
discontinue therapy more in the context of structured 
treatment interruption, than of AIDS dissidents. Patients are 
always interested in other alternatives and options. But they 
are careful in not just accepting at face value anything that 
comes along.

A Final Note

Dr. Bellman: Tremendous progress has been made, and yet 
serious problems remain. We need to see these problems as 
challenges we can meet.

The drug toxicity, the fact that the virus is not eradicated, 
and other difficulties show that we need more progress. But 
patients and doctors should not feel hopeless, that these 
problems are insurmountable.

Our goals for patients are long-term survival, quality of 
life, and ultimately hope for a cure, or at least remission 
where people do not need to take drugs every day and deal 
with the drug toxicity, and where they do not transmit HIV. 
We do not know exactly how to get there, but clearly we are 
well on the way to the first two goals.

If you were taking a journey in ancient times, there probably 
were no maps; and even if there were, if you followed the map 
exactly, you could end up falling off a cliff. You have to 
pay attention along the way--and then you have a good chance 
of reaching the destination. We need to pay attention and 
learn as much as we can about each patient's specific 
situations, as well as learning more generally about HIV 
disease and how best to treat it.
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***** South Africa HIV dispute: Time to Stop and Think

by John S James, April 3, 2000

A bizarre dispute around "AIDS dissidents" who argue that HIV 
does not cause AIDS and oppose standard treatment to prevent 
maternal-infant transmission threatens to damage the World 
AIDS Conference in Durban (July 9-14, 2000) and divert 
attention from efforts to control the epidemic worldwide. 
Recently this unnecessary controversy has escalated, while 
the parties continue to overlook cultural and 
economic/political differences behind it. Now there is talk 
that the U.S. government might somehow get involved.

Brief History

Several partial histories of the controversy have appeared in 
recent news stories(1-4); you can find these articles and 
others from http://www.aegis.org (click on the word "search" 
near the upper left of the home page). A search for 'Rasnick' 
will find many of the articles published around March or 
April, 2000, and a search for 'Mbeki' will find many more. 
The AEGIS database is updated daily.

For at least several years the South African government has 
been unpopular with the pharmaceutical industry, 
internationally and domestically, because of government 
efforts to reduce the prices South Africa pays for drugs, 
which are often even higher that U.S. prices. While the 
government is now controlled by the black majority, the 
judiciary, press, and many other institutions are less 
representative and more conservative, as blacks were kept out 
of many professions under apartheid, and it takes years to 
train and develop senior professionals. As a leading anti-
apartheid activist, Mbeki received much of his education in 
exile.

The recent AIDS dispute came to wider international attention 
last fall, with South African government reluctance to use 
AZT to prevent transmission of HIV from pregnant women to 
their children. The reasons are unclear, but many treatment 
activists in South Africa and elsewhere think the government 
fears that providing antiretrovirals to prevent transmission 
would lead to demands for antiretroviral treatment for 
everyone who needed it, demands which the government could 
not fulfill, given current prices and international trade 
rules. Whatever the reason, South African President Thabo 
Mbeki raised concerns by citing reports of AZT toxicity, 
which many believe came to his attention through AIDS 
dissident sites on the Internet--despite the worldwide 
consensus that the benefit of using AZT or other 
antiretroviral treatment to reduce mother-to-infant HIV 
transmission greatly outweighs the risk.

The dispute boiled over in mid March, after press reports 
that Mbeki had spoken by phone with David Rasnick, an AIDS-
dissident scientist and a colleague of Peter Duesberg, the 
best-known advocate of the theory that HIV is harmless and 
does not cause AIDS, while drug abuse or AIDS drugs do. 
According to Rasnick, he talked to President Mbeki "for 
perhaps 10 minutes" on January 21. When this call was 
reported about six weeks later, it touched off intense 
controversy(1-4)--not the contents of the call, but the fact 
that it took place at all.

President Mbeki's office responded with several statements 
from its head of communications, Parks Mankahlana. From 
"Building a Monument to Intolerance," March 23: "It turns out 
the President's cardinal sin was making contact with someone 
by the name of David Rasnick who does not share the commonly 
held view that HIV leads to AIDS. It is said that it is wrong 
for him to talk to such people. They are even called 
dissidents. If he spoke to these people he would undermine 
the work done over the many years and he would cause South 
Africans and other people who live with HIV and AIDS to lower 
their guard."

And from "Just Stick to What Mbeki Said," also March 23, "Why 
has Mbeki generated such a violent reaction from the same 
people who should cherish a head of government championing 
the cause of HIV/AIDS awareness? Why is it that the only 
President in the world whose every published photograph has 
the HIV awareness ribbon emblazoned on his breast has become 
the subject of scorn and ridicule? Why is it that a President 
that authorized an additional 73,000,000 Rand [about 
$12,000,000] for AIDS research is accused of embracing voodoo 
science?"

Despite the negative press, Mbeki remains very popular in 
South Africa, even among some of those who strongly disagree 
with his handling of this issue.

For in-depth background on Mbeki, we strongly recommend "The 
Thabo Mbeki Story," a four-part series widely read in South 
Africa, published before the current controversy began in the 
newspaper SUNDAY TIMES, May 16 through June 6, 1999; the 
series begins at

http://www.suntimes.co.za/1999/05/16/insight/in01.htm  The 
following passage is near the end of the last article:

"Mbeki's way, says one of his close associates, 'is to 
absorb, take everything in, and then make a decision, as a 
chief does in a kgotla. Always a compromise, no winners or 
losers. Everybody recognizes everybody else's interests.' 
Mbeki's idea of a good time has always been the Glenfiddich 
kgotla: plonk a bottle in the middle of the table and spend 
hours listening to people talk, absorbing their thinking.

"...When his comrades say that Thabo Mbeki does not tolerate 
dissent, what they often seem to mean is that they don't know 
what he thinks, and that they fear he will not like their 
ideas (he does not suffer fools), so they refrain from 
proffering them. The fact that he withholds opinions and 
emotions - and that he then dispenses them sparingly - may 
well be a function of his character, but it is also a 
powerful way of wielding control."

Incidentally, this newsletter mentioned Mbeki a year ago, in 
the context of intellectual property and drug-pricing issues; 
he represented South Africa in negotiations with U.S. Vice 
President Gore, in November 1998.

Comment

The destructive fight between South African President Mbeki 
and many AIDS experts in South Africa and elsewhere is in no 
one's interest except the AIDS dissidents--and perhaps 
pharmaceutical companies relieved that attention is diverted 
from intellectual-property rules and access to medication. So 
what can be done?

First, we in the AIDS community can support South Africa and 
other governments in overcoming the real obstacles to moving 
toward treatment (starting with prevention of mother-to-
infant HIV transmission, where one dose of nevirapine is 
likely to make the difference between a normal lifespan and 
dying of AIDS, without the difficulties of lifelong drug 
regimens and toxicity). But we have to recognize that the 
decision belongs to each government, that we cannot make it 
for them.

And we should accept Mbeki's approach of listening to all 
parties in a dispute before making a decision--which 
contrasts with the more common style of deciding who is 
credible and only listening to them. There is little chance 
Mbeki will declare that HIV does not cause AIDS. The real 
issue is to maintain effective working relationships.

[It is worth noting that if U.S. President Clinton, for 
example, had personally called Dr. Rasnick, the reaction 
would be harsher than it was against Mbeki; people would 
think Clinton had lost his mind. Not because he cannot talk 
with whom he wants (an issue Mbeki has raised), but because 
there is a scientific community to decide such issues as 
whether the HIV-is-harmless movement has merit. That decision 
has been made, and it is hardly reassuring for a head of 
state to simply bypass the process.

[Incidentally, the 'Rasnick' search we suggested above also 
turns up a 1998 abstract by David Rasnick(5); the principle 
author is the best-known AIDS dissident, Peter Duesberg. It 
contains statements like, "AIDS is not contagious. For 
example, not even one health care worker has contracted AIDS 
from over 800,000 AIDS patients in America and Europe." We 
don't need to go there for ideas on controlling this 
epidemic.]

A more difficult issue is the role of the pharmaceutical 
industry. In the U.S., we have a permanently uncomfortable 
relationship between public health and an industry which has 
powers of life and death, but little real public interest or 
other concern beyond near-term profits. And yet we have the 
enormous advantage of a context where most people do get 
treated, where one way or another, medical care often does 
get delivered.

Compare the situation in most developing countries (we do not 
know about South Africa specifically). The international 
pharmaceutical industry has far more power in the medical-
research community (if there is any medical research), 
because there is no other funding. And what usually attracts 
industry is the chance to use local populations, often with 
few ethical restrictions, to test drugs to be marketed 
elsewhere. The whole context is that most people will never 
be treated, and in the case of HIV, left to die.

There is no mystery why people are attracted to HIV-is-
harmless nonsense. When they have no viable alternatives, 
they look for other options. When none exist (often because 
none are allowed), they naturally gravitate to medical cults 
and other fanaticism. Which is why AIDS dissidents may have a 
big future among the 90% of the world's people with HIV who 
have no access to effective treatment.
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***** Pfizer Will Donate Fluconazole to South Africa

by John S. James

On April 3, Pfizer Inc. announced that it will donate its 
drug fluconazole (Diflucan(R)) to the South African 
government for use by patients with cryptococcal meningitis, 
a serious infection that occurs in many persons with AIDS. 
The disease is usually fatal unless treatment is continued 
for life. The drug costs more than 10 times as much in South 
Africa as it does in Thailand, where a generic version is 
available--and outside the free distribution program, the 
price is not being changed. Until now, most South African 
patients have not been treated because of the cost.

This unexpected announcement, an important victory for South 
Africa, followed a campaign by MSF (Doctors Without Borders), 
TAC (the Treatment Action Campaign, the main HIV/AIDS 
treatment activist organization in South Africa), ACT UP in 
the U.S., and others.

For more information, see "GIVING IT AWAY: An American 
Pharmaceutical Giant Offers to Donate an AIDS Drug to South 
Africa," by Mark Schoofs, THE VILLAGE VOICE, April 4-10, 
2000.

Comment

While important, this program is limited to one country, and 
to one disease. And no one knows how long the company will 
continue it.

There are many theories as to why Pfizer was willing to offer 
this program, which was unexpected:

* South Africans were preparing legal action to force the 
company to lower its price. If successful, it might have set 
precedents going beyond South Africa.

* Pfizer is in merger talks to acquire Warner-Lambert, to 
create the world's second largest drug company; a key 
shareholder's meeting is April 27 in New York. The company 
may not want controversy which could interfere with the 
merger.

* People dying because they cannot afford a drug which 
clearly can be sold profitably at a tenth the price is a 
natural story for the press and television, likely to lead to 
endless bad publicity. South Africa is a leader in the fight 
for wider drug access, and news there is likely to come to 
world attention. Thailand already has access to an affordable 
generic fluconazole; most countries do not, but treatment 
activists are usually much less organized than in South 
Africa or Thailand.

* Giving a vital resource which could later be cut off 
creates leverage which may influence policy in the future.

* It is easier for a company to give product away than to 
sell it for a low price, which could lead to problems with 
customers who are paying more.

For all of these reasons, we believe, donating the drug made 
more sense to Pfizer than not doing so.

But still we do not have a model for access which is "broader 
and sustainable and global" [Eric Sawyer of ACT UP/New York, 
quoted in the VILLAGE VOICE article]. The difficulty is one 
of public relations. Under our system of drug development, 
patented pharmaceuticals need to be sold at a high markup in 
richer countries, to cover development and marketing 
expenses. At those prices, most of the world's people who 
need them cannot afford to buy them at all. But most drugs 
are inexpensive to manufacture, so access could be available 
at a generic price plus modest profit, either privately or 
through government or nonprofit programs--and corporate 
profits could even increase. But then those paying the high 
prices might complain. So millions of people are denied drugs 
they need and potentially could afford, in order to avoid 
public-relations complications for a few corporations.

Finding a path through this obstacle is a central problem of 
our age.


***** New York: Immune-Based Therapies Teach-In, April 15

A community teach-in on immune-based therapies, with 
information on current strategies for HIV management and on 
clinical trials in the New York area, will be held April 15, 
2:00 to 5:00 p.m. at Judson Memorial Church, 55 Washington 
Square South at 4th St., New York City. Scheduled speakers 
include Mark Dybul, M.D., Charles Gonzalez, M.D., Ronald 
Mitsuyasu, M.D., and Kendall Smith, M.D.

Earlier, there will also be an alternative therapy fair at 
the same location, from 10:30 a.m. to 1:30 p.m.

These events are organized by Search for a Cure, a Boston-
based nonprofit organization. For more information, see 
http://www.searchforacure.org , or contact them at 617-776-
5360, or at hope@sfac.org
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